In a recent article in *BMJ Global Health*, Kraef and Kallestrup[@R1] presented a comprehensive review of the potentials and challenges to primary health care (PHC) since its inception in the Alma Ata Declaration in 1978[@R2] and its latest iteration in the Astana Declaration in 2018.[@R3] The challenges include threats such as disease outbreaks, conflicts and resulting insecurity, lack of support and commitment by politicians, inadequate monitoring and evaluation approaches and tools, weak financial systems, weak support of health professionals and their organisations and poor responses to community needs. These challenges are well documented and long standing. They are also difficult to overcome.

It can be argued that there is one major obstacle to meeting these challenges. It is the restricted approach for identifying problems and how possible subsequent improvements are most often investigated and presented. WHO defined health as 'the state of complete physical, mental and social well-being and not merely the absence of disease or infirmity'.[@R4] The Alma Ata declaration provided rhetoric and idealism to put meat on the bones of the WHO definition. However, the last 40 years have tended to focus on the microcosms such as disease eradication, health service delivery and most recently physical and mental rehabilitation. This focus has resulted in addressing health challenges in silos that block the critical importance of viewing improvements in health in the much wider environment of social, political and economic contexts.

This narrow and siloed focus can be seen in two recent special issues of BMJ Global Health devoted to examining the potentials and challenges presented in the PHC approach to heath (May 2018, Volume 3, Suppl 3;[@R5] September 2019, Volume 4, Suppl 8).[@R6] Both issues have articles looking in depth at the past and future of PHC, some in great geographic or subject detail. However, none address the wider context in which their research suggestions can be implemented on a global replicable scale. Their narrow focus defines problems and successes most often in numbers. They do not present a broader framework that includes a wider analysis of the context and the processes of change.

Achieving health in line with its WHO definition is only possible when there is a shift in paradigm (with paradigm defined as 'a philosophical and theoretical framework of a scientific school or discipline within which theories, laws and generalisations and experiments performed in support of them is formulated'[@R7]---a concept presented by Thomas Kuhn in his book The Nature of Scientific Revolutions.

In applying this concept to health policy and health provision in the case of PHC, the shift in paradigm needs to move from viewing health as a result of a linear, predictive set of biomedical interventions to viewing it as a dynamic, iterative process that include social, political and economic factors. Taking actions to achieve health as defined by WHO requires a change in the conceptualisation of its goals and objectives including:

1.  Differentiating between PHC and primary care, the delivery of a health service.[@R8] In a 2008 publication, WHO's Commission on the Social Determinants of Health states 'The Alma Ata Declaration promoted PHC as its central means towards good and fair global health---not simply health services at the primary care level (though that was important), but rather a health system model that acted also on the underlying social, economic and political causes of poor health'.[@R8] Editorials in the May 2018 special issue of BMJ Global Health focusing on PHC entitled 'Reflections on family medicine and PHC in sub-Saharan Africa'[@R9] and the September 2019 special issue, entitled 'What kind of evidence do we need to strengthen and PHC in the 21st century'[@R10] note the importance of issues of leadership, governance, equity and universal coverage. However, these critical discussions are in the context of improving health service delivery. Other articles in these two issues used the terms PHC and primary care interchangeably and kept the discussion confined to PHC within the biomedical framework.

2.  Creating priorities and financial structures that support the Health in All Policies[@R11] approach rather than focusing on healthcare and health education. Policymakers and governments have struggled to implement the wider context of PHC addressing social determinants. Because specific interventions that were universal and were able to be applied globally with predictable outcomes to improve health were illusive, Universal Health Coverage (UHC) proved to be a unifying approach to address both major barriers to health provision and to support the UN's Sustainable Development Goals.[@R12] The Astana Declaration in 2018 celebrated the 40th anniversary of Alma Ata and put forward UHC as a rallying point to move forward. However, this focus rather than widening efforts to understand health in the social determinant context again focused on promoting an intervention.[@R13] Its value was that it provided clear measurable outcomes in both economic and population health improvements. Its weakness was that it put health improvements into another silo and raised questions about identifying priorities for what interventions/services would be covered, allocating the required money in the dominance of present market economies and creating and supporting structures for financing especially in low-income and middle-income countries.[@R14]

3.  Training public health professionals to be experts and facilitators of community-led health initiatives by recognising and acting on evidence that (i) communities are not homogenous, (ii) context is critical to understanding reasons for success and/or failure of specific interventions, (iii) evaluation is a not linear analysis of successes and failures but is an iterative process that often is not generalisable. Community participation along with equity was one of the two key principles of Alma Ata.[@R2] It has arguably been the most challenging to address in PHC.[@R15] Public health professionals are trained to investigate the reasons for a disease or health problem and to identify an intervention to address this problem. Medical professionals deal mainly with individuals. Public health officials deal with populations. Both groups are valued for their expertise in their fields. Neither has been trained to involve their respective subjects in decisions about the solution to the problem. Very few have reached out to professionals who have expertise in interactive decision making such as psychologists and/or community development professionals. The consequences of this limitation include: a lack of respect for those without formal training in the field who are better informed about specific situations; an inability to develop a mutual dialogue about a problem even if the non-professional has more experience with the problem; a narrow interpretation of a health problem that does not take into account the wider context (such as poverty or poor education) and influence from the medical sciences to use Randomised Controlled Trials as the gold standard for evaluating i outcomes. Community participation in health has been increasingly recognised as a process not an intervention.[@R16] Integration of this wider approach challenges the traditional ways of delivering and assessing healthcare and their results.

The future of achieving PHC as envisioned by the Alma Ata Declaration requires a paradigm shift that depends on policies and people. It depends on eliminating the continuing confusion between PHC and primary care, creating institutional structures and committed financing to address health improvements in the context of social, political and economic realities and the most important issues of the day such as climate change, and embedding specific mechanisms to include lay people and communities in decisions about healthcare that reflect the context and social determinants of their specific environment.

Kuhn used the example of the shift in acceptance of the sun (rather than the earth) as being the centre of the universe to explain how paradigms shift. He noted that there are no eureka moments, but a long trail of trial and tribulations lasting several centuries. However, small successes in investigations and facts allow the shift to take place. At the present time, there are several contributions in understanding health improvements that add to the possibility of that paradigm shift in health.

One such contribution is the increasing use of qualitative research to understand how, why, and under what circumstances those affected by health conditions and inequities react to these situations and suggest new approaches to address them. Another is the creation of mechanisms to include communities affected by poor health such as the training of Community Health Workers (CHW) and local community health committees as described by Ved *et al* in Supplement 8.[@R17] A third is the galvanising and expansion of local and global non-government organisations such as the Peoples' Health Movement and COPASAH (Community of Practitioners on Accountability and Social Action in Health) advocating and acting on demands for social accountability by health service providers and for wider action to address issues of equity including the social determinants and community participation.

Kuhn noted that paradigm changes are not inevitable. Paradigm change depends on people accepting a new interpretation of events and putting in place policies to accommodate this new interpretation. Opposition by those who hold the old paradigm is very strong and must be overcome. A new paradigm can only emerge when the old one is rejected. Two cannot exist simultaneously. Kuhn's example of the recognition of the sun as being at the centre of the universe reflects the long and arduous path to acceptance. Will PHC be able to stay the course?
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